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should be refined (J VASC SURG 1995;21:90-7). However 
the validity of the article is negated by the high failure rate 
in obtaining atranstemporal window. It is widely accepted 
that the lack of a transtemporal window is encountered in
a high percentage ofblack and female patients and that the 
failure rate increases with age, but the reported failure rate 
of 48% in white men and 68% in white women aged 60 
years or older is excessively high. 
In our institution TCD is routinely used for preopera- 
tive evaluation of collateral flow and intraoperative moni- 
toring in patients undergoing carotid endarterectomy. We 
have reviewed the last consecutive 100 carotid endarterec- 
tomies performed in 92 patients. All except one of the 
patients (an Eastern Mediterranean woman) were white, 
comprising 68 men (median age 66.5 years; fange 44 to 84 
years) and 24 women (median age 68 years; range 47 to 84 
years). In the patients aged 60 years or older we have failed 
to locate a transtemporal window in 4% of men (2 of 56) 
and 22% ofwomen (4 of 18), results that are representative 
of other North American and European series.l'2 
It is assumed that variation in temporal bone thickness 
is uniform among white men and women in the Western 
world, hut clearly there are geographic variations, and the 
success of the TCD technique may be dependent on the 
geographic location of the unit and local demography. 
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A rare case of  a traumatic aneurysm of the inferior 
thyroid artery 
To the Editors: 
We report on a rare case ofa traumatic aneurysm of the 
inferior thyroid artery, which occurred after a minor 
trauma, causing a life-threatening situation. 
Vascular lesions in the heck region occur rarely, and 
few case reports exist. Traumatic aneurysms in the neck are 
usually related to the thyrocervical trunk.1 
A 53-year-old male patient was brought o the locat 
hospital after a fall during hiking. Primary symptoms were 
hoarseness, and the patient showed adiffuse swelling of the 
neck. The radiograms showed iffuse prevertebral swelling, 
Fig. 1. Primary ncgative angiogram. 
and the patient was transferred to our institution. He 
arrived in a stable hemodynamic and respiratory condition. 
During computed tomography evaluation he had develop- 
ment of acute respiratory failure with massive nlargement 
of the neck. Intubation attempts failed because of the 
compression of the trachea so that an emergency trache- 
otomy had to be performed. The primary angiogram did 
not show any vascular injury to the thyrocervical trunk 
(Fig. 1). The patient was admitted to the intensive care 
unit. Two days later the routine chest radiogram showed a 
hematothorax on the right side. A second angiogram 
showed a ruptured aneurysm of the left inferior thyroid 
artery (Fig. 2). Angiographic embolization of the aneu- 
rysm failed. During operative revision the lesion was 
identified as a traumatic aneurysm and was excised. A week 
later an early decortication had to be performed because of 
an old and solid hematothorax and respiratory insuffi- 
ciency. Three weeks after the accident the patient could be 
discharged home. 
The causes of peripheral arterial aneurysms are mainly 
arteriosclerosis, blunt and penetrating trauma, iatrogenic 
injuries, and, occasionally, angiitis and syphilis. A rupture 
of an extracranial neurysm is usually not as dramatic as a 
perforation of a cranial aneurysm, but it can lead to fatal 
complications if it is not noticed. In our case we suspect a
primary traumatic ause, but arteriosclerosis may have 
promoted its development. We do not know if the 
aneurysm existed before the trauma. 
Few cases of thyrocervical neurysms have been docu- 
mented. Surgery was performed on all patients, and this 
allowed further uncomplicated healingf1-4 Habib 5 pub- 
lished a case in which a spontaneous rupture led to the 
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Fig. 2. Angiogram shows aneurysm of inferior thyroid 
artery. 
death of a patient. For diagnosis the authors recommend 
standard radiography, sonography, and computed tomog- 
raphy scanning. For verification and therapy, superselective 
angiography with selective mbolization, if possible, is the 
method of choice. 
Ruptures of such aneurysms ay cause acute respira- 
toric failure as a result of compression ofthe trachea. Under 
these circumstances intubation or, if this is not possible, 
tracheostomy is necessary. Surgical therapy is obligatory as 
soon as the correct diagnosis is established. 
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Regarding "Lipoprotein (a) levels in peripheral 
atherosclerotic disease" 
To the Editors: 
Few controversial data are available on lipid parameters 
in patients with abdominal aortic aneurysrns (AAA) 
compared with those in patients with peripheral athero- 
sclerotic disease (PAD) or in control subjects. 
The report by Craig et al. (J VASC SURG 1995;21: 
541-2) has shown that serum lipoprotein (a) levels are 
increased in PAD and greater in patients with AAA than in 
patients with intermittent claudication. The same occurs 
for apolipoprotein B, triglycerides and conversely for 
apolipoprotein AI levels. 
During an ultrasound screening study for AAA in the 
general population, aged 65 to 75 years, we have measured 
the same lipid and lipoprotein levels in 1460 subjects with 
normal aortic size and 69 patients with AAA greater than 
29 ram. 
Total cholesterol, high-density lipoprotein (HDL)- 
cholesterol, and triglycerides were measured by means of 
enzymatic and colorimetric methods (Roche reagents) by 
use of a COBAS-MIRA S-Roche analyzer (Hoffman- 
La Roche, Basel, Switzerland), apolipoprotein AI and 
apolipoprotein B were measured by means of nephelo- 
metric method (Behring reagents, Behring nephelometer 
analyzer; Behring, L'Aquila, Italy). 
In addition, the plasmatic levels oflipoprotein (a) were 
studied during the first year in 343 subjects without AAA 
and 34 with AAA and measured by means of immunotur- 
bidimetric analysis (Incstar reagents, COBAS-MIRA 
S-Roche analyzer), already shown superimposable to the 
ELISA method) 
The error of the assay for total cholesterol, HDL- 
cholesterol, triglycerides, apolipoprotein AI, apolipopro- 
rein B ranged from 0.2% to 0.4% and the coefficient of 
variation values were 2.6, 2.5, 3.2, 2.8, and 3.0, respec- 
tively. The error of the lipoprotein (a) assay was 0.9, 
constant and independent from the level, in the interval 
ranging 5 to 40 mg/dl. 
The statistical analysis was performed by use of the 
Student t test, and significance was accepted at the 5% level. 
All data are expressed as mean + SD and summarized 
in Table I. 
The incidence of PAD was 12.9% in control subjects 
and 25.8% in patients with AAA (p < 0.001). 
Our data are partially consistent with those of Craig et 
al.; in both studies triglycerides and apolipoprotein B are 
higher, and apolipoprotein AI is lower in patients with 
AAA than in normal subjects. In addition HDL-cholesterol 
is significantly lower in our group of AAA. 
Conversely lipoprotein (a) levels, in our experience, do 
not differ in patients with or without AAA, despite our 
preliminary data in patients with AAA matched with a 
control group showed aslight but not significant difference 
between them. 2
On the other hand, two comparative studies on lipid 
and lipoprotein profiles between patients with AAA and 
